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State: RHODE ISLAND .
STANDARDS FOR OPTIONAL STATE SUPPLEMENTARY PAYMENTS

PAYMENT CATEGORY ADMINISTERED BY INCOME LEVEL INCOME DISREGARDS
— EMPLOYED
GRosS NET
(Reasonable Federal State |One Person Couple One Person Couple
Classification)
(1) (2) (3) (4) (3)
Institutionalized

Individual (ABD)

A)* Would receive X $1,327.70 NA $§ 621.35 NA SsI
payment if in
community

R) Would not X $1,692.00 NA * 5 50.00 NA 3ST

receive payment
in community

C) Receives X Under * 8 50.00 NA SSI
payment $50.00 NA

Community ABD

a) Living X $1,327.70 $1,994.00 $ 621.35 $954.50 SSI

independently
(includes
domiciliary
facilities)

B) Living in home X $ 976.88 $1,470.00 $ 445.94 $692.50 SSI
of another

C) Residential X $1,692.00 $1,139.00 SsI
Care and
Assisted Living

* Individual with no dependents receives $50 for personal needs plus insurance premium for Part B. Remaining
income is applied to cost of care. When an individual with no income receives a $30 payment from SSI, the
State supplements an additional $20 to bring his/hrer=gersonal needs allowance up to $50.

A
TN No. 04-001 Approval Dateg: §-4$= Effective Datef 01/01/2004 )
Supersedes

TN No. 03-001




